Results. There were 15 cases (9.2%) with No. 12p LN metastases and 5 cases (3.1%) with synchronous No. 12b LN metastases. A logistic regression analysis revealed that the Borrmann type (III/IV versus I/II, P = 0.029), localization (lesser/circular versus greater, P = 0.025), and depth of invasion (pT4 versus pT2/pT3, P = 0.009) were associated with 11.1-, 3.8-, and 5.6-fold increases, respectively, for risk of No. 12p and No. 12b LN metastases. A logistic regression analysis also showed that No. 5 (P = 0.006) and No. 12a (P = 0.004) LN metastases were associated with 6.9-and 11.3-fold increases, respectively, for risk of No. 12p and No. 12b LN metastases. In addition, significant differences in 5-year survival of patients with and without No. 12p and No. 12b 
Introduction
Although the incidence of gastric cancer (GC) has been declining in recent years, it remains one of the most important causes of cancer-related death in China (1) (2) (3) . Curative surgery is the treatment of choice for GC, and radical lymph node (LN) dissection is an important part of curative resection (4, 5) . However, mortality for those diagnosed with perform D1 dissection, because D1 was associated with less mortality and morbidity than D2 in prospective randomized trials performed in the Netherlands and the UK, leading to the conclusion that there was no survival benefit for D2 over D1 dissection (8, 9) . However, more recent studies have demonstrated that Western surgeons at experienced centers can be trained to perform D2 dissection for selected Western patients with low morbidity and mortality (10) (11) (12) . Fifteen-year follow-up results of the Dutch trial were recently reported (13) . They reported that D2 dissection was associated with lower loco-regional recurrence and GC-related death rates than D1. They concluded that D2 dissection is the recommended surgical approach for patients with resectable GC. A meta-analysis of 5 randomized trials involving 1642 patients (845 D1 and 797 D2) showed that earlier trials with D2 have higher operative mortality while recent trials have similar rates, and the 5-year overall survival was similar between D1 versus D2 trials (14) .
It is generally accepted that D2 lymphadenectomy is the standard procedure for patients with advanced GC in China. According to the Japanese Gastric Cancer Association N-classification, all LNs are numbered as stations (No. 1 to No. 112) and grouped by their anatomical position (15) . Based on this grouping system, the LNs closest to the stomach (the perigastric LNs, No. 1 to No. 6) are defined as group 1, the more extraperigastric LNs (No. 7 to No. 11), including No. 12a (along the hepatic artery in the hepatoduodenal ligament), are defined as group 2, and all LNs more distal to the stomach than No. 12b are defined as group 3. In this classification system, no evidence of LN metastasis is defined as N0, metastasis only to LNs in group 1 is defined as N1, metastasis to group 2 but not to group 3 LNs is defined as N2, and metastasis to group 3 LNs is defined as N3. Generally, D1 dissections have involved the resection of perigastric LNs, and D2 dissections are typically more extended and include dissections of more distant LNs including No. 12a. According to the Japanese classification system, the hepatoduodenal LNs are sub-classified as No. 12a when they occur along the hepatic artery, No. 12b when they are present along the bile duct, and No. 12p when they are found behind the portal vein. However, most studies have focused on LN metastasis only in the No. 12a or in No. 12 LNs as a whole. In contrast, there have been few studies regarding metastasis to the No. 12p and No. 12b LNs (16) (17) (18) .
The aim of this study was to investigate the risk factors for No. 12p and No. 12b LN metastases in advanced GC. All of the above patients were followed up by posting letters or by telephone interviews. The last follow-up was 30 September 2009. The clinicopathological and follow-up findings were collected and recorded in the database. All subjects gave written informed consent to the study protocol, which was approved by the Ethical Committees of Zhejiang Cancer Hospital and Xiamen University.
Patients and methods

Patients
Surgery
All patients in the study underwent standard total or distal gastrectomy, depending on the location and macroscopic appearance of the primary tumor (Table I ). In the present study, distal gastrectomies were performed principally for tumors located in the lower third of the stomach. For tumors in the middle third, either distal or total gastrectomies were performed, depending on the direction of tumor invasion. Total gastrectomies were used for tumors in the upper third of the stomach and those occupying the entire stomach. The strategy for LN dissections was determined using a standardized technique according to the guidelines of the 2010 Japanese Classification of Gastric Cancer and Gastric Cancer Treatment Guidelines edited by the Japanese Gastric Cancer Association (19) . LN dissections consisted of the removal of the perigastric nodes (stations 1-6) and extraperigastric nodes, including those along the left gastric artery (station 7), the common hepatic artery (station 8a), the celiac axis (station 9), and the splenic artery (station 11), as well as those in the splenic hilum (station 10) and the hepatoduodenal ligament (station 12, including 12a, 12p, and 12b).
Clinicopathological characteristics
The clinicopathological findings, including depth of tumor invasion and LN metastases, were used to stage tumors according to the 7th edition of the International Union Against Cancer classification system (20) . LNs were dissected and described according to the Japanese Classification of Gastric Carcinoma (19) , which was also used to classify the location, histological type, and lymphatic invasion of tumors. The gross appearance of each tumor was classified using Borrmann's classification (21) . According to this classification, tumors can be divided into superficial tumors, well-defined tumors, and ill-defined tumors. Furthermore, they can be classified as well-defined tumors (polypoid or fungating type, Borrmann's type I) and circumscribed excavating type (Borrmann's type II). The ill-defined tumors are ulcerated and infiltrating type (Borrmann's type III) and diffusely thickened type (Borrmann's type IV).
Statistical analysis
Statistical analyses were conducted using Statistical Product for Social Sciences (SPSS) 17.0 software (SPSS, Inc., Chicago, IL, USA). The distribution of baseline characteristics between patients with and without No. 12p and No. 12b LN metastases was compared by using either Fisher's exact test or the chi-square test. Significant factors were extracted for further analysis, which was conducted by using the logistic regression method. Furthermore, LN metastasis was evaluated for any independent factor with regard to No. 12p and No. 12b LN metastases, using similar methods as above. The overall cumulative probability of survival was calculated by the Kaplan-Meier method, and differences were assessed by using the log-rank test. A P value less than 0.05 was considered to be statistically significant.
Results
Clinicopathological characteristics
Among the 163 patients, 112 (68.7%) were men and 51 (31.3%) were women. The mean age was 62.5 ± 13.7 years, with an age range from 38 to 79 years. There were 15 cases (9.2%) with No. 12p LN metastases and 5 cases (3.1%) with synchronous No. 12b LN metastases. There were no statistically significant differences between the metastastic rates of the lower stomach compared to cancer of the middle or upper third of the stomach (Table II) . The clinicopathological characteristics are shown in Table III . From the variables considered to be potentially associated with No. 12p and No. 12b LN metastases, age (P = 0.017), Borrmann type (P = 0.005), localization (P = 0.024), tumor size (P = 0.007), and depth of invasion (P = 0.000) were found to differ significantly between patients with and without No. 12p and No. 12b LN metastases (Table III) . There were no significant differences between these two groups in terms of gender, tumor location, or histological type. A logistic regression analysis showed that the Borrmann type (III/IV versus I/II, P = 0.029), localization (lesser/ circular versus greater, P = 0.025), and depth of invasion (pT4 versus pT2/pT3, P = 0.009) were associated with 11.1-, 3.8-, and 5.6-fold increases, respectively, for risk of No. 12p and No. 12b LN metastases (Table IV) .
LNs metastases
All patients underwent radical gastrectomies, including total gastrectomies in 117 cases (71.8%) and distal gastrectomies in 46 cases (28.2%). The metastatic rates for each LN are shown in Table V . The presence D2 dissection D1 + 8a, 9, 11, 12a D1 + 8a, 9, 10, 11, 12a
Distal gastrectomies were performed principally for tumors located in the lower third of the stomach. For tumors in the middle third, either distal or total gastrectomies were performed, depending on the direction of tumor invasion. Total gastrectomies were used for tumors in the upper third of the stomach and those occupying the entire stomach. The metastatic rate of the lower stomach was higher than that of cancer of the middle or upper third of the stomach; no statistically significant differences in lymphatic metastases were found between different tumor locations of the stomach.
of metastasis in the No. 3 (P = 0.015), No. 5 (P = 0.000), No. 7 (P = 0.003), No. 9 (P = 0.027), and No. 12a (P = 0.000) LNs was found to differ significantly between patients with and without No. 12p and No. 12b LN metastases (Table V) . A logistic regression analysis also showed that metastases to the No. 5 (P = 0.006) and No. 12a (P = 0.004) LNs were associated with 6.9-and 11.3-fold increases, respectively, for risk of No. 12p and No. 12b LN metastases (Table VI) .
Survival
The 5-year survival rates were 13.3% in patients with No. 12p and No. 12b LN metastases and 35.1% in patients without No. 12p and No. 12b LN metastases, a difference that was found to be statistically significant between these two groups ( Figure 1 ).
Discussion
Surgical resection is a curative treatment that is available for advanced GC, and lymphadenectomy is an important part of curative resection (22, 23) . Theoretically, radical dissections of LNs by extended lymphadenectomy increase the possibility of curing advanced GC. However, the extent of LN dissection is also a significant risk factor for complications and death (24, 25) . D2 dissection is a standard procedure for patients with GC in Japan, and since the 1990s it has been increasingly employed to treat patients with GC in China (2, 3, 6) . The D2 gastrectomy procedure is known as 'extended' in Europe, while Japanese surgeons employ D2 as the standard technique, and use the term 'extended' for para-aortic dissection (26, 27) . The mortality of D2 gastrectomy is approximately 5% in Western countries, whereas it is less than 2% in Japan, and less than 1% in specialized institutions (26, 28 4 .2%. They also reported that GCs in the lower one-third of the stomach had a higher incidence of metastasis to No. 12 LNs (6.8%) when compared to cancers of the middle (2.6%) and upper thirds (2.7%) of the stomach. Bollschweiler et al. (17) showed that the metastatic rate of No. 12 LNs was 8.9%, but the rate of LN metastases for cancers in the middle third of the stomach was higher (11.0%) than those in the upper (3.3%) and lower thirds (6.7%) of the stomach. Wu et al. (18) showed that metastasis to No. 12 LNs occurs at a rate of approximately 11.6% and reported a significantly increased frequency of N3 metastases, which is largely the result of metastases to the No. 12 LNs (P = 0.0012). The results of our study were similar but did not reach statistical significance (Table II) . In our study, the rate of metastasis to No. 12 LNs was higher primarily because the patients in our study were diagnosed with advanced-stage disease. The percentages of N0 stage in GC patients A logistic regression analysis was conducted for five variables (age, Borrmann type, localization, tumor size, and depth of invasion) that had been found to be significant using either Fisher's exact or chi-square tests. A logistic regression analysis showed that Borrmann type, localization, and depth of invasion were each a significant variable of No. 12p and No. 12b LN metastases (P = 0.029, P = 0.025, and P = 0.009, respectively). (29) showed that the factors that independently correlated with poor survival in GC patients included advanced stage, location in the upper third of the stomach, poor differentiation, and Borrmann type. Xu et al. (30) studied the risk factors of early GC patients with LN metastases, and the results showed that depth of invasion, histological type, lymphatic invasion, and tumor size were independent risk factors for LN involvement. In our opinion, Borrmann type and depth of invasion should be carefully observed during operations because they are independent predictors for No. 12p and No. 12b LN metastases. Our study also showed that localization is a significant variable. In our study, the metastatic rate of No. 12p and No. 12b LNs was higher for cancers located in the lesser curvature than in the greater curvature (46.7% versus 13.3%). It was previously suggested that the number of metastatic LNs is a prognostic factor for GC (25, 31 The potential limitations of the present study include the relatively small number of patients, the use of a retrospective analysis, and the short duration of the mean follow-up duration. In addition, due to the limited number of patients with No. 12p and No. 12b LN metastases, our analysis may suffer from type I or type II error. The results of the study should therefore be regarded with caution. Further studies are needed to explore its long-term effect.
In conclusion, our study showed that Borrmann type, localization, and depth of invasion are significant variables for predicting No. 12p and No. 12b LN metastases. As a result, patients with No. 5 or No. 12a LN metastases should be examined carefully for the possibility of No. 12p and No. 12b LN metastases.
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